TRANSACTIONS 


OK THE 

NEW YORK SURGICAL SOCIETY. 


Stated Meeting, October 25, Jpoj. 

The President, Howard Liliexthal, M.D., in the Chair. 


OPERATIVE TREATMENT OF CLEFT PALATE. 

Dr. Charles H. Peck read a paper with the above title (for 
which see page 5). 

Dr. H. Liliexthal presented a girl, eight years old, who 
at the age of three years was operated on by him for an enormous 
cleft involving both the hard and soft palates. The operation done 
was practically similar to that described by Dr. Peck, excepting 
that no tissue was cut away and that no obturator was used, as 
that device to assist in the protection and healing of the wound 
was at that time unknown to him. 

The operation proved a complete failure, and it was decided 
not to resort to any further operative interference until the child 
was at least three years older. About that time he learned that 
by treating this condition with a skilfully made obturator the 
functional result was often better than could be obtained by 
surgery. He thereupon referred the patient to Dr. R. Ottolengui, 
of this city, who devised an obturator for her to wear. She was 
the youngest patient who had ever been fitted with such an appli¬ 
ance, and her condition at the time was very poor. She had a 
severe nasal catarrh, her voice was discordant and exceedingly 
disagreeable, and she was totally unable to make herself under¬ 
stood. 

She had now worn the obturator about two years. Her gen¬ 
eral condition had greatly improved; her catarrh had disappeared, 
and while the result was still far from perfect, both her speech 
and the quality of her voice were vastly better. She was begin¬ 
ning to talk fairly well and was attending school. 

136 



OPERATIVE TREATMENT OF CLEFT PALATE. 

Dr. Charles N. Dowd said that one of the interesting 
questions that arose in the discussion of this general subject 
was whether to operate upon very young children? Dr. Brophv, 
of Chicago, had operated on a large number of patients under 
six months of age, and his results were favorable. He used 
lead plates, which supported the palate on each side, and he 
omitted the lateral incision. Dr. Dowd said he had done this 
operation three or four times, and had found the plates of real 
service in the younger class of children. He did not think it was 
practicable, in those patients, to use an obturator. 

Dr. Ellsworth Eliot, Jr., said that in every case of cleft 
palate where there was a reasonable hope of success, he thought 
an operation should be undertaken. Even if the operation proved 
unsuccessful, he understood that it did not interfere with the 
subsequent application of a mechanical appliance. 

As regards the age at which operative interference should 
be recommended, the speaker thought it should not be done too 
early, when the parts were very small, nor too late, and before any 
marked defects of speech had been acquired. Personally, he 
preferred to operate at the age of four or five years. In the 
case of a young man of sixteen upon whom he had done Fergu¬ 
son’s operation, the soft palate was not only closed but there was 
also great improvement in articulation. He recalled other cases 
in adults where the operation had also given satisfactory results. 
In Brophy’s operation, with which he had personally had no ex¬ 
perience, the two superior maxillte were forcibly approximated. 

Dr. George Woolsey said that in the treatment of these 
cases he had tried both operation and the use of an obturator. 
The choice of the method largely rested with the child’s parents. 
Many people did not like the idea of their children wearing 
an artificial appliance in the mouth. Another objection to that 
method was that it could not be satisfactorily employed until after 
the eruption of the six-year molars, which is often delayed. 
Personally, he was in favor of operating in almost every' case 
where there was a fair chance of approximating the edges of 
the cleft. In cases with a very wide cleft, Dr. Ochsner, of Chicago, 
had recommended an apparently feasible method of chiselling up 
between the alveolar processes and the bony palate, and then 
plugging this gap after forcing the bony palate inward towards 
the cleft. Dr. Woolsey said that in the single case where he had 
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resorted to this method he was unable to state the final outcome 
of the operation, as the patient had been lost sight of. The Brophy 
operation, in infancy, could only be done when the bony parts 
were so pliable that the lateral halves of the maxillae could be 
forcibly approximated,— i.e., in the first three months of infancy. 
He had only operated on one such case. 

Dr. Dowd said that Brophy had described two distinct opera¬ 
tions ; one, in dealing with cases of complete cleft palate through 
the alveolar process, in which he brought the two sections forcibly 
together, while in the other, where the cleft was not complete, he 
utilized the lead plates. Dr. Dowd said that about a year ago 
he showed the result of an operation in a child of three months 
where the parts came together pretty well. In that case the cleft 
had gone entirely through the alveolar portion of the jaw. 
Since that time, at a second operation, he had brought the parts 
still further together, so that the result was very good. In that 
instance it was necessary to use considerable force, and also to 
make an incision in the jaw above the alveolar process so as to 
further free the parts. 

Dr. Peck said he had been unable to determine from 
Brophy’s writings whether or not he attempted to secure com¬ 
plete closure of the soft and hard palates at a single sitting. 
The important feature in these operations was to secure closure 
of the soft palate as early as possible, so that the parts might 
develop with the growth of the child. 

As regarded the mortality of the operation, Dr. Peck said, 
an English surgeon had collected eleven cases, with five deaths, 
Brophy had reported over three hundred cases, with a death rate 
of three per cent. He had also reported over nine hundred 
operations upon the palate, but the exact extent of the lesion 
was not given nor the immediate nor ultimate result. He had 
not seen nor heard of any case operated upon in this city where 
the Brophy operation had resulted in a complete closure. 

Dr. Dowd said he thought that in the Brophy operation 
for incomplete cleft, immediate closure of both the hard and 
soft palates was aimed at. In the other operation, when the cleft 
extended through the alveolar process and the bones had to be 
forcibly brought together, complete closure usually was not 
attempted at one sitting. However, it could be done at a subse¬ 
quent operation. One feature that should not be lost sight of 
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in these operations was the possible shortening of the short palate, 
and in order to prevent that, it was of great importance to 
secure closure of the hard palate, so as to obviate traction. In 
1901 Brophy had reported over two hundred operations in 
infants under six months of age without any mortality. He had 
a mortality in those over that age. 

Dr. Lilienthal said that, in choosing between operation and 
prosthesis, the determining factor should be the question of 
mortality. A mechanical appliance, as had been demonstrated 
in the case shown, gave a pretty good functional result—as good, 
if not better than any he had seen accomplished by pure surgery. 
He recalled a case of congenital cleft palate where the effect of 
the application of an obturator by Dr. Ottolengui was such that no 
defect was perceptible in the patient’s speech. It was so perfect, 
in fact, that he passed the surgeon’s examination during the war 
with Spain, and his disability was not discovered until he con¬ 
tracted typhoid fever. 

In a case of congenital cleft palate where the child was 
unable to be fed, Dr. Lilienthal thought that Brophy’s operation 
should be promptly tried, and. if possible, done before the infant 
was ten days old. In those cases something had to be done with¬ 
out delay. In cases where the operation was not urgent, lives 
would undoubtedly be saved by not operating. There was a 
distinct mortality connected with the operation, and in the speak¬ 
er’s experience, a pretty high one, probably not less than ten per 
cent. This question of mortality should be squarely put before 
the parents. 

As to the operation itself, the speaker said the operator would 
do well to take advantage of the suggestion made by the elder 
Warren and dip his silk sutures into the compound tincture of 
benzoin, which would make the knotting easier. 

Dr. R. Ottolengui said he did not agree with the state¬ 
ment made by Dr. Eliot that, even if an operation proved 
unsuccessful in these cases, it did not interfere with the 
subsequent application of a mechanical appliance. When these 
patients are allowed to remain as they were originally, they pre¬ 
sent certain conditions which have been studied and can be 
remedied, but after they have been subjected to a surgical opera¬ 
tion which proves a failure, they present unique conditions, 
each of which necessitates special study and a special apparatus. 
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Such cases are much more difficult to treat by means of an 
obturator than if they had been left alone. 

The speaker said he was well acquainted with the work of 
Dr. Brophy, and he knew of one instance where that operator 
had secured a fine result in articulation, and that was in an 
infant. It took some eight or ten years to discover whether these 
operations were successful or not, on account of the possibility 
that the palate would fail to lengthen along the cicatricial line. 
For that reason he diought that, if an operation was decided on, 
it had better be postponed until adult life, so that the growth of 
the palate would not be interfered with. He had never yet seen a 
case operated on in early life where the growth of the soft palate 
had not been interfered with. In dealing with a cleft of the hard 
palate this objection was of less importance, as there was more 
tissue to be utilized. 

He laid special stress upon a case of a girl operated on, by 
his advice, at the age of four. The operation proved quite as 
successful as those shown at this time, and with instruction 
the girl learned to talk well. At the age of twelve, however, the 
growth of the palate, everywhere except along the cicatrix, 
practically produced a cleft palate, and an obturator became 
needful. 

In one instance of cleft palate in a girl, he had fitted her 
with an obturator when she was eleven years old. She had since 
married, and her husband had never discovered the fact that she 
had a cleft palate. 

He had seen complete immediate closure of the hard and 
soft palate in an operation done by Dr. Brophy. When one 
succeeded in closing the hard palate, the remainder of the 
operation could be done subsequently, or it could be done at 
a single sitting. That depended on the condition of the patient 
and the wish of the operator. 

Dr. Peck said he thought that closure of the hard palate 
was most easily accomplished by the flap operation, although 
he had never attempted this method in young children, and he 
believed that it would be increasingly dangerous in patients under 
two or two and a half years old. Personally, he preferred to 
do the operation on children after they had reached the age of six 
or seven years. 

In regard to the final improvement in speech he was unable to 
make any definite statements, as all of his cases were compara- 
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tively recent. In some of them, however, there had been a re¬ 
markable improvement in the speech. He had operated on eight 
cases during the past eighteen months, two of the patients being 
adults, aged, respectively, nineteen and twenty-one years. In the 
tirst of these two, there was complete healing, with the exception 
of one small area, which broke down and healed by granulation 
in a few weeks. In the other case there was a complete cleft ex¬ 
tending forward through the alveolar process, and complete 
closure was not attempted at the primary operation, the anterior 
end being left for a future sitting. In that instance complete 
closure of the sutured part was obtained, but the patient had failed 
to return for the secondary operation. In both of these cases the 
improvement in speech had been slight when they were last seen. 
As a suture material in all of his cases, Dr. Peck said he had used 
plain silk. An important point in the technique was to secure 
accurate apposition of the parts. In the after-treatment he had 
commenced feeding early and had never resorted to rectal ali¬ 
mentation. He had had no mortality, nor had he seen any alarm¬ 
ing symptoms follow the operation. He believed it was possible 
to get complete healing of both the hard and soft palates in 
almost every case. In perhaps 50 per cent, of the cases a slight 
secondary operation might become necessary. 

CONGENITAL PYLORIC STENOSIS. 

Dr. John Rogers presented an infant, bom on April 1, 1905. 
It weighed ten pounds at birth, and it was noted at the time that it 
had a right inguinal hernia. The infant was breast-fed from the 
outset, but “spat-up ” a good deal of the milk. On May 25, it 
first began to vomit constantly soon after every nursing, and this 
continued and grew worse in spite of lavage, the use of various 
kinds of artificial foods, etc. By the 28th of June the child 
had become extremely emaciated, and a visible peristaltic wave of 
the stomach was noticed for the first time. There was no tumor: 
constipation was quite marked: only a slight discoloration was 
obtained in the water after an enema; the vomiting was not 
of an expulsive character. It was also observed at this time that 
after one or two attacks of vomiting, the stomach would, on 
washing, be found to contain, almost intact, the food taken six 
hours previously. Once the mother noticed that the vomitus 
was much more than the last feeding. 
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The diagnosis of congenital pyloric stenosis was made, and 
the child was operated on June 30. At that time it was three 
months old, and weighed seven and one-half pounds. The ab¬ 
domen was opened through a median incision and a simple 
posterior gastro-enterostomy done by suture according to the 
Czemy-Peterson method, without any loop. The original inten¬ 
tion had been to effect the anastomosis by means of a Murphy 
button, and Dr. Willy Meyer had loaned him an extremely small 
button (about one-half the size of the smallest normal Murphy 
button), which had been especially constructed with such a case in 
view, but even this small-sized button was found to be entirely too 
large, and the parts were sutured. The pylorus was found to be 
about the size of the end of an adult thumb, very hard, and lying 
well up under the liver, so that it would have been impossible to 
palpate it. Dilatation would have been impossible, as would also, 
probably, pyloroplasty. 

On the day after the operation, the patient’s temperature 
rose to 103° F.; pulse,160, and the vomiting still continued. On 
the following day these symptoms had disappeared, and from that 
time on the child made an uneventful recovery and had gained 
rapidly in weight and strength. 

Dr. Willy Meyer said that about five years ago he was 
called upon to operate on two cases of congenital pyloric stenosis. 
The first was that of an eight weeks baby, very' much emaciated. 
A posterior gastro-enterostomy was done with the smallest-sized 
Murphy button then in the market ( cholecystenterostomy), 
which fitted very closely. The patient did very well for the first 
two days; then vomiting recurred and the child died. At the 
autopsy, a mechanical obstruction of the small intestine, due to 
the button, was found. 

In his second case, which was operated on about six weeks 
later, he employed the suture instead of the button. That case 
also resulted fatally. In any future case of this kind upon which 
he might be called upon to operate, Dr. Meyer said he would 
always resort to suture in preference to the button, and would 
insist on having the patient removed to the hospital. Both of 
his operations were done at the patients’ homes. For cases of 
emergency he now possessed “ baby buttons,” with a diameter 
of four-eighths and five-eighths of an inch. They are manu¬ 
factured by Tiemann & Co. The case of the first child thus 
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operated on was published by Dr. S. F. Meltzer in the Medical 
Review. The specimen is in the Pathological Museum of the 
College of Physicians and Surgeons. 

ACUTE PANCREATITIS; CHOLELITHIASIS. 

Dr. Howard Lilienthal presented a woman, twenty-two 
years old, who three weeks before her admission to The Mount 
Sinai Hospital, and six weeks after the birth of her first child, 
had an attack of epigastric pain and vomiting, which subsided in a 
few hours. Since then she had felt well until the day prior to 
her admission, when she was seized with a sharp, lancinating 
pain in the right hypochondrium, radiating downward. She had 
vomited twice, once bile-stained. The bowels were normal; 
there was no jaundice. Subsequently the pain radiated over the 
entire abdomen, but was most marked in the epigastric and right 
hypochondriac regions. 

On admission, May 26, 1905, the abdomen was markedly 
distended and rigid, so that deep palpation was impossible. There 
was marked tenderness in the epigastrium, as well as in both iliac 
fossa:. Vaginal and rectal examinations were negative. Under 
anaesthesia a mass was palpable in the epigastrium. The patient’s 
temperature was 101.8 0 ; pulse, 120; respiration, 28. The im¬ 
pression made was that of an individual suffering from perfora¬ 
tion of one of the viscera, with peritonitis. The easily palpable 
epigastric mass led to the belief that the case was one of per¬ 
forated gastric ulcer with considerable effused lymph, and proba¬ 
bly adhesions with neighboring viscera. 

Operation .—May 28. When the peritoneum was opened 
through a median incision above the umbilicus, bloody fluid 
escaped. The fat of the omentum and parietal peritoneum showed 
many areas of necrosis, and, to a lesser extent, the subcutaneous 
fat. The pancreas was enlarged and hard, especially the head. 
After closing the median wound an incision was made through 
the right rectus in order to reach the gall-bladder. Aspiration 
of the pancreas through this opening was negative. The peri¬ 
toneum of the gall-bladder was sewn to the parietal peritoneum, 
and a purse-string suture passed about the fundus of the gall¬ 
bladder. On incision, much bile-stained mucus escaped, and 
many small granular stones, as well as two larger (pea-sized) 
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ones. A tube was inserted into the gall-bladder for drainage, and 
gauze packed about the visceral opening. 

The post-operative progress of the patient was uneventful. 
There were occasional complaints of sharp pains in the abdomen, 
and the temperature during the first week ranged between 100° 
and 102° F.; the pulse, between 85 and 110. There was a copious 
discharge of bile for the first two weeks. The patient was dis¬ 
charged cured on June 27, with a small superficial sinus. 

Microscopical examination of the omental fat removed at 
the time of operation showed fat necrosis. The material drain¬ 
ing from the gall-bladder was examined by the physiological 
chemist of the hospital, for trypsin, steapsin and pancreatic 
rennet, with negative results. Examination of the stools was 
negative for blood; positive for bile and free fat. 

When this patient was examined on October 22, 1905. she 
appeared to be in normal health. The abdomen was somewhat dis¬ 
tended by gas in the intestines, but there were no symptoms of dis¬ 
turbed digestion. The cicatrix was small and firm. 

Dr. John F. Erdman said he had recently operated on two 
cases of acute hemorrhagic pancreatitis. The first, on the tenth 
day of disease, which resulted fatally, was not recognized until the 
autopsy, when two very small calculi were found in the pancreatic 
duct. They were soft, and apparently gall-stones. At the time 
of the operation, two hundred and twenty stones had been removed 
from the gall-bladder. The second operation was done eleven 
hours after the onset of the pain, two weeks ago, and the patient 
was apparently on the road to recovery. 

Dr. Lilienthal, in speaking of cholecystotomy in dealing 
with acute pancreatitis, said that unless the pancreatic fluid was 
found there upon examination, he did not see how the mere 
drainage of the gall-bladder did any special good, excepting 
possibly in those rare cases where immediate relief was afforded by 
removing a stone from the common duct. He thought it was the 
puncture of the pancreas that proved beneficial in those cases, 
and not the cholecystotomy. 

Dr. Woolsey said that he did not think it necessary to punc¬ 
ture the pancreas. He had had three cases that recovered 
without puncturing the pancreas, limiting himself to opening 
and washing out the peritoneal cavity. In all of them there 
was profound collapse. He had expected to do a secondary 
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operation, but it proved unnecessary. He had not touched the 
gall-bladder as the time required could not be given owing to the 
collapsed condition of the patients. 

Dr. Lilienthal said that in two out of three cases upon 
which he had operated he did not wash out out the peritoneal 
cavity, and both cases got well. 

END TO END ANASTOMOSIS FOR CARCINOMA OF THE 
SPLENIC FLEXURE. 

Dr. Lilienthal presented a woman twenty-two years old, 
who, when she came under his observation, early last June, com¬ 
plained of vague pains in the left hypochondriac region, and palpa¬ 
tion in that region revealed a fairly hard mass, about the size of an 
adult fist. The patient gave no intestinal symptoms. The urine 
was negative, and blood examinations failed to give any clue as 
to the nature of the trouble. She stated that at the onset of her 
trouble, she had had occasionally attacks of abdominal cramps. 
Her general health had deteriorated considerably. The tumor 
felt like a large movable kidney. 

An exploratory operation was decided on, and the left kid¬ 
ney was exposed, and proved to be normal in size and position. 
The growth that had been felt proved to be a carcinoma of the 
splenic flexure of the colon. There were a number of firm ad¬ 
hesions to the stomach which had to be removed by ligation. 
The involved section of the gut was then removed, and an end-to- 
end anastomosis effected by suture. 

There was slight intestinal leakage for a few days after the 
operation, but this was at no time alarming. The result of the 
operation was very satisfactory, and the patient is now enjoying 
excellent health, and has gained considerably in weight. 

Dr. Lilienthal said the incision he had employed in this 
operation was the one commonly resorted to in exploring the 
kidney, and while it was unusual in a case of this kind, it gave 
excellent access to the tumor, and the subsequent drainage was 
perfect. In this connection, he stated that Dr. Moschowitz had 
just called his attention to a reference by Alfred Neumann in 
a recent number of Langcubcck's Archives giving the report of a 
case of resection of the colon through the usual incision made 
for exposure of the kidney. 

A microscopical examination of the growth in this case. Dr. 

IO 
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Liiienthal said, was made by Dr. Libman and proved it to be an 
adeno-carcinoma. 

RESECTION OF RECTUM FOR SYPHILITIC STRICTURE, 
WITH END TO END ANASTOMOSIS. 

Dr. John A. Hartwell presented a negress, thirty-eight 
years old, who was admitted to the Lincoln Hospital about the 
middle of March, 1905. She gave no past history of syphilis. Five 
years before she had been operated on at a New York hospital for 
a fistula-in-ano which had never healed up. Examination showed a 
tumor of the rectum, situated about two and a half inches from 
the margin of the anus. It was hard and firm, and could be 
distinctly felt through the vagina. The tumor surrounded the 
gut, the calibre of which was just large enough to admit the tip of 
the finger, and the upper margin could not be felt. Upon examina¬ 
tion it proved to be a simple chronic inflammation, without any 
evidence of new growth. A diagnosis of syphilitic stricture of the 
rectum was made, and the patient was advised to submit to a 
colostomy, but she refused. 

On March 28, 1905, with the patient in an exaggerated 
knee-chest position, a median incision was made from the fifth 
sacral vertebra down over the coccyx to the anus. The anal 
opening was then closed with a purse-string suture, and the 
rectum entirely freed from its bed for a distance of about six 
or seven inches from a point two inches above the anus. Two 
clamps were then applied above the tumor and the section made 
between them with the actual cautery. After dissecting out the 
mass, the gut was divided between clamps just below the tumor 
and the distal end of the upper segment of the gut was brought 
out through the anus, and sutured to the skin. The sphincters 
were not incised. 

About five days after the operation, sloughing of the tissues 
along the line of suture occurred, resulting in an open space of 
about one inch between the upper and the lower segments of 
the gut. A vaginal sinus occurred, and the bowels moved both 
into the vagina and into the posterior opening. The vaginal 
sinus closed within two months, and in June, 1905, about three 
months after the operation, the patient had a normal passage 
that would admit the largest bougie without any difficulty. She 
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then went into the country and neglected to keep the passage 
dilated, and three weeks ago, when she was admitted to 
Bellevue Hospital, a stricture had re-formed which was so tight 
that it would scarcely admit the index finger. This was dilated 
under anaesthesia, and the patient now had a fairly normal passage. 

Dr. F. Kammerer said that his experience with resection 
of the rectum for stricture had not been very encouraging al¬ 
though no deaths had followed operative interference. In a 
number of such operations that he had done the stricture had 
recurred. The operation itself is generally a much more difficult 
procedure than a resection for carcinoma, owing to the extended 
cicatricial contraction in the perirectal spaces. Of course, in these 
cases, as well as in operation for cancer, an artificial anus should 
always be established. There can be no question that one does 
occasionally get complete union of the resected ends of the bowel 
without preliminary colostomy, but these instances in the speak¬ 
er’s experience, are rare, as the sutures generally give way at 
the posterior circumference, resulting in a sacral fecal fistula above 
the anus, which is very difficult to close. For cancer of the 
rectum resections had the further disadvantage of forming re¬ 
currences. The speaker said he was well aware that cancer of 
the rectum, under equal conditions, was less likely to recur after 
removal than cancer of other organs, but it had been his experience 
that, when it did recur, it was generally in the line of suture after 
a resection. The speaker, therefore, believed that resection of the 
rectum would be viewed in a less favorable light than it had been 
by surgeons some eight or ten years ago. 

Dr. Willy Meyer said that Kraske had recently reported 
quite a series of cases where the result of resection of the rectum 
for cancer had been most excellent, and he had again highly rec¬ 
ommended the operation. 

Dr. Hartwell, in closing, said he agreed entirely with Dr. 
Kammerer, and in a paper which he had read before the Society 
last spring, he had made the statement that a colostomy should al¬ 
ways be done before attempting a resection for either stricture 
or carcinoma. In the case he had just reported the patient had 
absolutely refused a colostomy. He was not hopeful that the 
stricture would not recur as extensively as before the operation 
though at the present time it was of soft tissue and could be easily 
dilated. 
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RESECTION OF THE COLON. 

Dr. Otto G. T. Kiliani presented a specimen removed 
from a woman, twenty-five years old, who was admitted to the 
German Hospital on June 12, 1905. She stated that six weeks 
before admission she had begun to suffer from discomfort and 
colicky pains in the epigastric and right hypochondriac regions, 
and that at certain times a tumor appeared and disappeared in 
the middle of the abdomen. This tumor was hard, but not tender. 
She also complained of vomiting after meals, loss of appetite and 
weight, and chronic constipation. For five weeks she had been 
an inmate of another hospital, where she was treated for a 
possible ulcer of the stomach. 

When Dr. Kiliani examined her, there was slight resistance 
in the epigastric region, which he thought was possibly due to a 
carcinoma of the colon. Upon opening the abdomen, he found 
a tumor, which proved to be a carcinoma of the colon, and in 
order to remove it twelve centimeters of the gut were resected. 

The patient has gone back to Switzerland and is, according to 
a letter received two weeks ago, entirely well so far. 

RESECTION OF INTESTINE FOLLOWED BY END-TO-END 
ANASTOMOSIS. 

Dr. Ellsworth Eliot, Jr., read a paper with the above 
title (for which see page 92). 

Dr. Charles N. Dowd said that the particular section of the 
intestine that was to be resected was a matter of much importance. 
In the region of the colon it became necessary, at times, to deal 
with a very troublesome condition, namely, the peritoneum, in¬ 
stead of lying close to the intestinal wall is separated from it by 
a thick deposit of fat. Even in the sigmoid flexure, where there 
is a distinct meso colon, the peritoneum may only be in contact with 
the muscular layer through one quarter of the circumference, a 
layer of fat one-half inch or even an inch in thickness separating 
it elsewhere. It is very difficult to obtain good union in this 
part; hence, if the end-to-end method is used, it is wise to insert 
enough gauze to provide for possible leakage. He had recently 
operated on three cases of sigmoid carcinoma in two of which 
he had used the end-to-end method—in the third a lateral anasto¬ 
mosis. 
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Dr. Willy Meyer said that in the early diagnosis of cancer 
of the large intestine the history given by the patient was very 
important. One symptom that could often be elicited early, was 
a peculiar sensation within the abdomen, a stiffening or feeling 
of contraction, as though from an effort to overcome an obstruc¬ 
tion. Gurgling was another symptom, often made out by aus¬ 
cultation. Actual palpation of the tumor was certainly very 
difficult in many instances. If successful, operation frequently 
was too late. A satisfactory examination could only be made 
under a general an.-esthetic, which ought to be more frequently 
resorted to in suspicious cases. If the symptoms were pointing 
to a malignant growth, and if the patient was steadily losing 
in weight and health, an exploratory incision should be in¬ 
sisted on. 

Dr. George Woolsey recalled two cases of carcinoma of the 
splenic flexure which came to him after obstruction had occurred. 
No previous symptoms could be elicited, and the only history 
obtainable was that one admitted that after he had drunk too 
much he had had stomach-ache which was relieved by a hot 
mustard foot-bath. 

Dr. Hartwell said that at the recent meeting of the New 
York State Medical Association, Dr. James P. Tuttle had read 
a paper upon carcinoma of the intestinal tract, in which he had 
referred to the great frequency of the disease, especially in the 
large intestine, and he had quoted statistics to show that if the 
present increase went on, carcinoma would eventually cause more 
deaths than tuberculosis. The general profession had thus far 
failed to appreciate the importance of an early diagnosis in cancer 
of the lower gut, and the omission of an ordinary rectal examina¬ 
tion was the rule rather than the exception. Only three weeks ago. 
Dr. Hartwell said, he saw a patient with a carcinoma of the upper 
part of the rectum, just above the reach of the finger, although 
it could be plainly seen with the proctoscope. That patient had 
been under treatment by a number of physicians for eighteen 
months, and had been sent to Colorado for supposed tuberculosis. 

Dr. Eliot, in closing, said he would hesitate to introduce 
a large drain in these cases in order to prevent leakage, as he 
would be afraid that its withdrawal might tear open the suture 
line. He preferred a small intra-peritoneal gauze drain reinforced 
by the introduction of a rubber tube by an assistant to a point 
within the rectum beyond the suture line. 



